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Hollins Martin (2003) developed the Social Influence Scale for Midwifery (SIS-M) to measure social influence of a senior midwife on a junior midwife’s decisions. First, midwives were asked to answer SIS-M questions in a postal survey. Second, in interviews, a senior midwife attempted to influence SIS-M responses in a conformist direction. The results of the Hollins Martin (2003) study showed that a senior midwife was able to significantly influence change to many midwives decisions, F (1,57) = 249.62, p = 0.001. The present study aims to ascertain whether decision changes were caused by social components of the relationship between interviewer and interviewee, or education shared during discussion. This is achieved by removing social influence of the senior midwife at interview. For this purpose, a workbook was devised that replicated the exact content of interview. This workbook was posted to a differing group of 60 midwives, who had also previously completed a private postal SIS-M. Overall, analysis of variance (ANOVA) showed no significant difference between the postal workbook scores and the private SIS-M scores, (F (1,57) = 0.31, p = 0.58). In other words, participants gave similar responses to the SIS-M questions in the workbook as the private postal condition. Results exclude possibility that education during the Hollins Martin (2003) interviews adjusted participants’ schema in relation to decisions made. Furthermore, this indicates that the social relationship, in part, caused the large social influence effect during interviews. The implications for practice are: first, that a senior midwife is profoundly capable of influencing decisions that junior midwives make; second, educational content plays little part in this process. Moreover, many of the SIS-M decisions should not be the choice of a senior midwife, but the preference of the childbearing women.  
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Midwives are meant to be independent, accountable and highly trained autonomous practitioners, however, the impact of authority figures on midwives’ clinical judgements has been shown to profoundly alter decisions made (Hollins Martin, 2003). Pro-social obedience is essential when instructions are well informed and of sound intention, otherwise patients would fail to receive appropriate medication and treatment. However, there are occasions when a person in authority expresses a preference that should be left to the personal choice of the woman concerned, quite simply, because no dangerous consequence will result from that particular action. For instance, a woman who wants multiple birth partners present at her delivery, a home birth, or a physiological labour​[1]​. 
In such circumstances, a midwife who complies with the suggestion of a senior midwife, over and above the request of a childbearing woman for a particular option in care, is breaching Changing Childbirth (DoH, 1993), and the Reference Guide to Consent for Examination or Treatment (DoH, 2003). Both of these social policy documents direct midwives to provide informed choice and control to childbearing women. Ordinarily, senior midwives may not intend to obstruct the choices of childbearing women, instead, due to constraints of those higher in the hierarchy, personal belief systems, protocols and the demands of the organisation, there are occasions when the safe requests of childbearing women are thwarted by the agenda of others. To clarify, the term compliance identifies a difference between a readiness to speak up to others, i.e., challenge another’s opinion (nonconformity), and a readiness to be influenced by a senior midwife (conformity). When a junior midwife complies with the suggestion of a senior midwife, and such conformity denies the childbearing woman from a safe preference in care, such action constitutes a failure to provide woman centred care. 
Obedience literature emphasises that legitimate authority is a powerful and compelling force. This was evident in Milgram’s experiments where participants systematically shocked a helpless victim at the bidding of an experimenter (Milgram, 1963, 1965, 1974, see also, e.g., Holland, 1967, Kilham & Mann, 1974). In addition, Asch (1955) showed conformity in his line judgment task, which showed that one in three (37%) of participants yield to group pressure (see Bond & Smith, 1993 for reviews). Given the broad scope of practice competence expected from the modern midwife, and the finding that nurses make erroneous and life-threatening judgements due to conformity pressures (Hofling, Brotzman, Dalrymple, Graves & Pierce, 1966), the issue of conformity to authority figures is of pressing clinical relevance to midwives, yet surprisingly, remains relatively poorly researched. 
Hollins Martin (2003) measured the social influence effect a senior midwife has upon a junior midwife’s decisions by use of a questionnaire, the Social Influence Scale-Midwives (SIS-M). She administered the SIS-M as a self-completed postal survey and following a 12-month time gap; sixty participants were invited for interview in which a senior midwife attempted to influence SIS-M decisions in a conformist direction. An analysis of variance (ANOVA) yielded a significant main effect with higher scores on the public measure, (F (1,57) = 249.62, p = 0.001). Results showed that after an intervention midwives scored significantly higher on a measure of social influence. 
             The intervention in the Hollins Martin (2003) study, consisted of a senior midwife attempting to socially influence the junior midwives’ responses to SIS-M questions in a conformist direction. A case study was presented to the participant before each question asked. i.e. 

Susan Stewart is a 29 year old primigravida who has attended National Childbirth Trust 
classes during the antenatal period. Susan has written an extremely elaborate birth plan involving utilisation of the water pool during first and second stages of labour. The guidelines for the delivery suite request that a short CTG be conducted on admission to establish fetal condition and both consultant and midwife are keen for this reassurance.

The interviewer (a senior midwife) read aloud information intended to influence the participant’s response in a conformist direction. Simultaneously, she made her preferred response explicit i.e.

(1) When a woman is asked by a midwife if he/she can undertake a CTG, common statements made are; ‘I 
      just want to check baby is coping, happy’. Most midwives do not disclose related issues such as fetal   
      distress, low apgars and resuscitation, because it would be unethical to frighten Susan. 

(2) Labour is the wrong time to present a third level debate over decisions, because attention is limited due 
      to pain and stress.

(3) Midwives who are informed, often have difficulty making choices regarding certain issues.

(4) Some women do not want ‘locus of control’ in relation to decisions. They would rather defer decisions 
      to experts. Some prefer to leave everything in the hands of the professionals (Bennett & Brown, 1999).


The question was then presented to the participant:

Question - Informed choice for women is an idealised dream, when the reality is that we know what is best 
                  for women in labour.

                  Strongly              Agree                 Neither Agree              Disagree                 Strongly	
                  Agree			               or Disagree			           Disagree


 	Throughout the interview process, 10 decisions were preceded with differing case studies and items of information. Scores of the private and public conditions were tallied and compared to ascertain whether or not the interviewer had successfully influenced midwives’ responses in a conformist direction. The intervention was targeted at making responses more conformist and was significantly successful in this respect.
The objective of the current study was to design a workbook that replicated the exact content of the Hollins Martin (2003) interview. The purpose of this workbook was to observe the importance education plays in the decisions midwives make, by presenting the educational items but excluding any social influence of the senior midwife at interview. 
Method













The SIS-M was initially administered as a self completed postal survey to 323 midwives. 209 SIS-M forms were returned, which represents a return rate of 65%. Following an 18-month time gap, these midwives were sent, by post, a workbook that replicated the identical sequence and content of the Hollins Martin (2003) interview. In total, 60 workbooks were collected.
Apparatus
SIS-M
The SIS-M is scored using a 5-point Likert scale based on level of agreement with each statement.  Five of the items of the SIS-M are reverse scored and the possible range of scores is 10-50, where a score of 10 is least conformist and a score of 50 is most conformist (TABLE 1) e.g.

(Question)  I believe that it is acceptable for a women to have more than one ‘birth partner’ 
                   present during labour when the unit policy states only one person at a time.

                        Strongly             Agree	            Neither Agree           Disagree              Strongly
              		Agree			      or Disagree			            Disagree

         Scores​[2]​             1                       2                          3                               4                         5







The workbook was scripted to follow identical format and sequence as the Hollins Martin (2003) interview. All 10 SIS-M questions were preceded with a case study that placed the midwife in a relevant clinical situation. The participant was then asked to read items intended to influence their decision in a conformist direction. After reading the case study and items, the participant circled a response to the specific SIS-M question asked. All 10 SIS-M questions were addressed in this format using differing case studies and items for each question. SIS-M question 5 has been selected to example this process: 
     
SIS-M Question 5
                                                           
Case Study 5

Abigail Brown has arrived in the labour ward in early established labour. She has her 		two sisters and husband with her. The delivery room policy states that only one ‘birth			partner’ may be present with a woman in labour at any one time. Abigail is in pain 		and requires to be helped regain control. 


Please consider the following items:-

(1) Research supports that one good ‘birth partner’ is often better than an unsure crowd and that women 
      who worry about their environment release adrenalin which is an oxytocin antagonist and can slow 
      progress of labour. Women in nature would retreat to a warm, safe place to labour and give birth.  
      (Odent, 1999, Robertson 1999)

(2) Too many people in the delivery room could be extremely distracting for Abigail.

(3) There is a health and safety component in that delivery rooms are often small with limited space for 
      comfort.

(4) Overcrowding may inhibit Abigail from adopting positions with associated indignities of which she 
      may not be aware. 

(5) Abigail is your average woman who is one of the 95 % who accepts the guidance offered by 
      professionals.

(6) The policy of one ‘birth partner’ is designed to protect women from an unknown overwhelming 
      situation.


Question - I believe that it is acceptable for a woman to have more than one ‘birth partner’ 
                  present during labour when the unit policy states only one person at a time.

                  Strongly              Agree                 Neither Agree              Disagree                 Strongly	





A 3  2 analysis of variance (ANOVA) was performed (E, F & G grade midwives  Condition 1 = postal questionnaire SIS-M scores; Condition 2 = workbook SIS-M scores). This yielded no significant main effect with similar scores on the workbook measure, (F (1,57) = 0.31, p = 0.58). No significant interaction, (F (2,57) = 2.13, p = 0.13) and no effect of grade type was observed, (F (2,57) = 1.17, p = 0.32). For means and standard deviations see TABLE 2. 





What has been shown in this study, is that there is no significant difference between the SIS-M postal questionnaire scores and the private workbook scores 
(F (1,57) = 0.31, p = 0.58).  In comparison, the Hollins Martin (2003) study showed a large significant difference between SIS-M postal questionnaire scores and interview scores, (F (1.57) = 249.62, p = 0.001). This suggests that the cause of the large social influence effect of the senior midwife at interview could not have related to the educational component introduced in the matched items of the workbook issued in the current study. 
Results show that the educational component contained in the case studies and items did not adjust participants’ schema in relation to the questions asked. Participants more or less gave similar responses to the SIS-M questions in a postal condition as the workbook condition. Therefore, education shared during interview could not have caused the large social influence effect in the Hollins Martin (2003) study. Consequently, the social relationship between the interviewer and interviewee must, in part, be responsible. 
Removing the social transaction by means of a workbook, removed any possible social influence status may have upon answers given to the SIS-M decisions. Shalala (1974) showed that status has the power to influence decisions. In a Milgram (1963, 1965, 1974) style obedience experiment that involved military personnel, Shalala (1974) found that when a lieutenant colonel issued instructions, obedience of those junior presented at 68%. In contrast, when a private issued the orders, obedience dropped from 68% to 25%. One explanation for the powerful social influence effect of a high status individual, is that perceived rank has a self confirming effect on communication patterns, since high status members talk more, have more influence and produce more conformist behaviour (Kiesler & Sproull, 1992). 
Empirical evidence supports that in general more attention is paid to high status and credible individuals. Beginning with Hovland, Janis and Kelly (1953), social psychologists have recognised that the acceptance of a communication is often influenced by judgments made about a communicator’s expertise and trustworthiness (Hurwitz, Miron and Johnson, 1992). Birnbaum and Stegner (1979) found that the credibility of an unbiased source of high expertise tends to have greater weight in a participant’s decision than a biased source of high expertise. McGinnies and Ward (1980) also reported that a greater attitude shift resulted from a trustworthy, non-expert source than from a trustworthy expert source, which led these researchers to conclude that trustworthiness of the source was more important than expertise. Subsequent researchers have generally confirmed the finding that a source that is perceived as highly credible will be more persuasive than a low-credibility source (see Hass, 1981, for review). 
Judgments of a communicator’s expertise and trustworthiness are surely influenced by a great many factors, and it is fair to say that research to date leaves us rather far from a comprehensive picture of determinants of these judgments. For the most part, researchers have focused on the effects of the message or what impact delivery characteristics have on credibility judgments (O’Keefe, 2002). Systematic research that exists on this matter is consistent with these effects. Receiver judgments of communicator trustworthiness and expertise, has shown to be significantly influenced by information concerning the communicator’s occupation, training, amount of expertise and the like (e.g. Hurwitz, Miron and Johnson, 1992; Ostermeier, 1967; Swenson, Nash and Roos, 1984). The interviewer in the Hollins Martin (2003) study was a lecturer in midwifery at the University of York. This position has sizeable relative status attached to it, which is seen as equivalent to a midwifery manager (Fuell, 2000). Furthermore, the role is associated with extensive educational qualifications. In the current study, exclusion of the interviewer in the workbook condition removed the influence of status, credibility, expertise and trustworthiness from the decision making process. 
The senior midwife, who interviewed, was of higher status than all the participants who took part in the study, which may account for the lack of interaction between grades of midwife. Whether the participant was an E, F or G grade, made no difference to the amount of influence effected by the senior midwife during interview. Research shows that within hierarchical relationships, individuals have a propensity towards obedience to authority, 65% depending on experimental variation (Milgram, 1974, see also Holland, 1967; Mantell, 1971; Sheriden & King, 1972; Kilham & Mann, 1974; Shalala, 1974; Shenab & Yahya, 1977; Meeus & Raaijamakers, 1995). Obedience occurs in response to authority, with action flowing from the higher end of the social hierarchy to the lower, with the participant responsive to signals from a level above his own, but indifferent to those below it (Milgram, 1974). The private workbook condition of the current study removed the social stimulus that a senior midwife has upon a junior midwives’ obedience/conformity tendency. 
What is perhaps of greater importance is that the findings of the present study confirm that the educational items introduced in the workbook had little impact upon the decisions the participants made. It appears that social relationships, in contrast to education, are far more effective at influencing decisions. This finding should arouse some concern, because the current doctrine of midwifery is that evidence should underpin practice (Page, 2000). Gray describes evidence based practice as the judicious use of best evidence available, so that the clinician and patient arrive at a safe decision, taking into account the needs and values of the individual patient (Gray, 1997). Evidence based midwifery is a process of involving women in decisions about their care and of finding and weighing up information to help make these decisions (Page, 2000). The current study confirms the likelihood that peer group pressure is the potential confounder in causing a decision change during a social transaction between senior and junior midwife. 
 In light of these findings, recommendations are that senior midwives should attempt not to influence decisions that should for the most part be client centered. For instance, a woman who may want a ‘water birth’, a particular style of pain relief, to adopt alternative positions in labour, or have several ‘birth partners’ present at her birth. None of these activities present threat to maternal or fetal outcome and therefore ought to be ‘client-led’. What is more, these decisions should be based on ‘best evidence’. One method of reducing the large social influence effect of a senior midwife would be to flatten the hierarchy, so that those who are junior are able to work as empowered autonomous evidence based practitioners. When midwives are caught in a chain of command that perpetuates senior staff preferences, childbearing women may not be able to achieve what they want from their experience, quite simply because they have low status within the dominant hierarchy. In conclusion, midwives should strive to organise a system that is ‘woman centered’, and also one that encourages education and use of ‘best evidence’ to underpin practice. 
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Table 1. Social Influence Scale for Midwifery (SIS-M)
___________________________________________________________________
(1) I believe that guidelines are unnecessary when labour is progressing normally.

(2)  I would argue with the consultant if he refused to support a home confinement when a mother with a healthy pregnancy is keen to have one.

(3) I would follow a senior member of staff’s request to rupture a woman’s membranes if this was the decided course of action.

(4) I would administer oxytocin to a woman desiring a normal labour if it was a requisite of the guidelines for routine labour.

 (5) I believe that it is acceptable for a women to have more than one ‘birth partner’ present during labour when the unit policy states only one person at a time.

(6) I would automatically commence cardiotocography if it was requested by a senior member of staff.

(7) In general I would challenge a senior member of staff if they decided to override a decision I made regarding normal labour.

(8) I would conceal my opinion from a consultant obstetrician when my stance about carrying out elective section for social reasons differs.

(9) I would allow a women to have her two friends and husband present during labour and delivery if this is what she wanted. 

















     Table 2.  Means and Standard Deviations of Groups in Condition 1 and 2 in Experiment 2
  
                   _______________________________________________
			           Group Type       Mean        Std. Deviation      N
	       _______________________________________________
                    
        Condition 1.  Total	G grades           24.85             3.0826             20
                                                          F grades           25.30             4.4379             20
                                 	               E grades           24.70             4.0924             20
			                                       24.95             3.8551             60
	       ________________________________________________
                          
                        Condition 2.  Total	G grades           23.25             3.0586             20

                                 	               F grades           26.05             4.2855             20
                                 	               E grades           24.75             3.9051             20
				                          24.68             3.8948             60






































^1	  Physiological labour is a natural process free from medical intervention.
^2	  Note: The scores are not shown on the SIS-M but are shown here for illustration.
